Background: Most studies applying the adult-derived 'expressed emotion' (EE) measure to children have combined criticism (CRIT) and emotional overinvolvement (EOI). Yet, some of the parent behaviors coded as EOI and shown to have negative implications for parents and their adult children (e.g., multiple positive comments about the son or daughter) may be normative and benign for parents and their juvenile children. Thus, EOI, as currently operationalized, may not be related to child psychopathology in the way CRIT is. Method: We tested this possibility, separating CRIT and EOI and examining the individual scoring criteria for each in relation to psychopathology factors in a sample of 258 clinicallyreferred children aged 7-17. Results: Whereas each of the four CRIT criteria related positively to maternal reports of child psychopathology, especially externalizing problems, only two of the five EOI criteria were positively related to child psychopathology, and one (positive comments) was negatively related. Structural Equation Modeling findings supported a model in which CRIT partially mediates the relation between maternal psychopathology and child externalizing symptoms. Conclusions: Overall, the results suggest that EE may contribute to the study of parent-child relations and child psychopathology, but that a developmental adjustment may be required in the way EE is operationalized for use with juvenile samples.
Although studying parental attitudes and behavior appears to be important in expanding our knowledge about child psychopathology, some of the most widely used measures have limitations that constrain their feasibility and information value. Most research in this area involves either self-report data or coded parent-child observations. Self-report data can be problematic in that parents and children may have difficulty providing objective descriptions of their attitudes and behavior. Observational coding requires fewer inferences and may thus provide more objective data, but it requires effort and resources that are usually not feasible for clinical use, may entail demand characteristics regarding the way parents and children interact while being taped or watched by observers, and typically involves brief samples of behavior that may not be fully representative of day-to-day interactions. A few recent studies have employed a different approach to assessment that may address some of these limitations.
This approach, which grows out of a rich tradition in adult psychopathology research, involves assessment of expressed emotion (EE). The initial basis for EE research was the finding that adult schizophrenic patients from families characterized by high levels of emotional involvement, hostility, or criticism -later collectively labeled 'EE' -were significantly more likely to relapse than their counterparts from families low on these characteristics (Brown, Monek, Carstairs, & Wing, 1962) . Many studies have since replicated the results for schizophrenic patients, finding a robust association between the level of EE expressed by close relatives and patient relapse (Brown, Birley, & Wing, 1972) . In a recent metaanalysis of 27 studies, the estimated mean r for the association between EE and outcome for schizophrenic adults was .31 (Butzlaff & Hooley, 1998) , falling into what Cohen (1988) classified as the 'medium' range in strength of association. EE has also been used to characterize the attitudes of family members toward relatives suffering from other disorders in adulthood -including depression, bipolar disorder, anorexia nervosa, obsessive-compulsive disorder, post-traumatic stress disorder, agoraphobia, obesity, Alzheimer's disease, and alcoholism (Chambless & Stekette, 1999; Hooley, Orley, & Teasdale, 1986; O'Farrell, Hooley, Fals-Stewart, & Cutter, 1998; Tarrier, Sommerfield, & Pilgrim, 1999; van Furth et al., 1996; Wagner, Logsdon, Pearson, & Teri, 1997) , and appears to be a general predictor of poor outcome across a range of psychological conditions in multiple cultures.
Although the relation between parental characteristics and child psychopathology has been a focus of research for some time, the EE measure has only begun to be used with juvenile populations in the past decade. Studies examining the relation between child psychopathology and parental EE cross-sectionally have found higher rates of EE among parents of children with depression (Asarnow, Tompson, Hamilton, Goldstein, & Guthrie, 1994; Schwartz, Dorer, Beardslee, Lavori, & Keller, 1990) , disruptive behavior disorders (Hibbs et al., 1991) , obsessivecompulsive disorder (Hibbs et al., 1991) , overall behavior problems (Baker, Heller, & Henker, 2000) , disorganized attachments (Jacobsen, Hibbs, & Ziegenhain, 2000) , conduct disorder (Schwartz et al., 1990) , and substance abuse (Schwartz et al., 1990) . High EE has also been associated with poor metabolic control in diabetic youth (Liakopoulou et al., 2001) . In longitudinal studies, high parental EE has been associated with the persistence of children's mood disorders (Asarnow, Goldstein, Tompson, & Guthrie, 1993) , and risk for poorer social-emotional functioning (Seifer, Sameroff, Baldwin, & Baldwin, 1992) .
A widely used approach to assessing EE is administration of a Five Minute Speech Sample (FMSS), in which parents are asked to describe their child and their relationship with the child. The FMSS measure comprises two distinct components -criticism (CRIT) and emotional overinvolvement (EOI). High criticism is scored when the first statement is negative, the parent describes a negative relationship with the child, or the parent criticizes the child. Expressing dissatisfaction with the child prompts a borderline critical rating. The EOI component is based on more diverse criteria: 1) crying during the speech sample (an emotional display), 2) expressing very strong feelings of love or willingness to do anything for the child (referred to as a statement of attitude), 3) displaying overprotective or self-sacrificing behavior, 4) giving excessive detail about the child's birth or infancy, or 5) providing five or more positive remarks about the child (Magana-Amato, 1993) .
These criteria were derived empirically from research on adult schizophrenic patients, and have since been directly extended downward for use with younger children, with no concomitant adjustment in administration, scoring, or interpretation. It is possible, though, that the criteria may not be associated with risk or dysfunction in quite the same way for children as for adults with psychiatric disorders. In particular, it appears that some of the parental attitudes indexed by EOI may have negative implications in relation to parents and their adult children, but may be more developmentally appropriate for parents and their juvenile children, who are dependent and need their parents' emotional support (for a similar perspective, see Wamboldt, O'Connor, Wamboldt, Gavin, & Klinnert, 2000) . For example, for parents of children or adolescents, recounting details about the youngster's birth or infancy, and praising his or her good qualities may be rather normative, and in any event may not necessarily signal a pathological parent attitude or significant problems in the parent-child relationship. By contrast, elements of the CRIT component do seem more likely to indicate a problematic parental attitude or parent-child relationship, regardless of whether the parental comments refer to a child or an adult.
According to this reasoning, understanding the relation between EE and psychopathology in juvenile samples may require separating the two EE components, EOI and CRIT, and examining their scoring criteria more carefully. Most previous studies with young children have followed the tradition established in the use of EE with parents and their adult children, which involves aggregating the two components into an overall EE index. A few studies have separated CRIT and EOI, and findings of these studies do suggest that the two components may have different patterns of association with child psychopathology. High levels of criticism have rather consistently been correlated with disruptive behavior or conduct disorder Nelson, 2001; Peris & Baker, 2000; Stubbe, Zahner, Goldstein, & Leckman, 1993; Vostanis, Nicholls, & Harrington, 1994) . A recent study also found high maternal criticism to be related to child depression (Asarnow, Tompson, Woo, & Cantwell, 2001 ). High EOI, on the other hand, has been associated with children's internalizing problems and disorders (Stubbe et al., 1993) ; although it was not more prevalent among mothers of children with depression in a different study (Asarnow et al., 2001 ). These studies have generally not assessed the specific criteria that comprise the two components, nor have they evaluated the psychometric properties of CRIT or EOI. Thus, while EE based on the five-minute speech sample is being used increasingly to study child and adolescent psychopathology, we lack some rather basic information about the measure and its two components.
Published literature does provide a few clues as to what a psychometric assessment focused on EE in relation to minors might show. For example, the number of positive remarks made about a child, one of the EOI scoring criteria, has been found to be more common among mothers of normal children than mothers of psychiatrically-disturbed children using the Camberwell Family Interview (Vostanis et al., 1994) , and associated with improvement, rather than decline, in social-emotional functioning over time (Seifer et al., 1992) . And another study found that mothers of a community (non-clinical) sample of children generated an average of 5.3 positive comments about their child during the FMSS (Wamboldt et al., 2000) ; this contrasts with the view that parental EOI is a risk factor for psychopathology, since one of its indicators may in fact be normative.
Another element missing in previous research with children, but potentially important in efforts to properly interpret EE, is maternal psychopathology. Because EE assessment is usually based on mothers' statements about their children, the mothers' own adjustment and psychological functioning may be very relevant to an understanding of their expressed attitudes. One might expect that in addition to a direct association between maternal psychopathology and child psychopathology, mothers' own symptoms may impinge on their views about their child and their relationship with the child, and thus on their statements during EE assessment. Indeed, mothers with a history of depression have been found to express more negative attitudes about their children (Goodman, Adamson, Riniti, & Cole, 1994) , and one study found parental psychiatric diagnosis to be a significant predictor of high EE (Hibbs et al., 1991) . The findings suggest that the relation of parental psychiatric functioning to CRIT and EOI, considered separately, requires investigation.
Given our developmental concerns noted earlier, and the hints in previous literature, we sought to understand the relations between these potentially distinct maternal attitudes -EOI and CRIT -and child psychopathology in the context of maternal psychopathology. Since the bulk of research using EE with children refers to a broad array of psychiatric problems, we used a diverse clinical sample that included children with internalizing, externalizing, and comorbid types of problems. We began with analyses at the level of each scoring criterion, to assess crosssectional relations with psychopathology in this sample. Then we used structural equation modeling to test a comprehensive model of the relations among CRIT and maternal and child psychopathology.
The study had certain distinctive features, designed to maximize its contribution. It used the largest clinical sample yet employed in any study of EE and child psychopathology; it was the only study to separate CRIT from EOI at both a component and an individual criteria level; and it was the only study to test a mediating model that included the role of maternal psychopathology.
Method

Participants and procedure
Participants were 165 boys and 93 girls and their mothers. All the children had been referred to one of nine participating outpatient community mental health clinics. Child ages ranged from 7-17 (M ¼ 11.34, SD ¼ 2.56). Mean scores on the Child Behavior Checklist (see below) placed the children at the 93rd percentile of the population on internalizing problems (e.g., anxiety and depression) and at the 96th percentile on externalizing problems (e.g., aggression, delinquency), and the mean number of DSM-III-R diagnoses 1 (see procedure below) was 2.5. The sample was ethnically diverse, with 50.4% Caucasian, 11.6% African-American, 17.6% Hispanic/Latino, 1.6% Asian American, and 18.8% multiethnic children. Most of the families were lowerto middle-income, with 43% of the sample having a family income below $15,000, 44% between $15,000 and $45,000, and 12% earning over $45,000 in the past year. Families who agreed to participate were interviewed near the time of clinic intake. The interview involved multiple measures, with child measures and parent measures administered by different interviewers in separate rooms.
Measures
The Diagnostic Interview Schedule for Children (DISC 2.3; Shaffer, Fisher, Dulcan & Davies, 1996; Schwab-Stone et al., 1996) . The DISC interview was chosen because it generates a relatively complete array of DSM-III-R symptom counts and diagnoses, and has somewhat better documented reliability and validity than do other diagnostic interviews (Edelbrock & Costello, 1988; Shaffer et al., 1996; Schwab-Stone et al., 1996) . Parents and children were administered the interview separately, with parents receiving the full DISC and children receiving the sections on mood disorders, conduct disorder, and substance use disorders.
Youth Self-Report Form of the Child Behavior Checklist (YSR; Achenbach, 1991a) . The YSR is a 112-item checklist which children rate on a three-point scale as items are read to them. The YSR generates raw and T-scores for total problems, internalizing, externalizing, and narrow-band scores on 8 syndromes (e.g., withdrawn, delinquent, social problems). Evidence on the reliability and validity of these scores is extensive for children aged 11-18. We used the YSR with children under age 11 in this study, as previous analyses suggested that test-retest reliability coefficients and internal consistencies were very similar for 7-10-yearolds and children over age 10 in this sample (see Yeh & Weisz, 2001 ).
The Child Behavior Checklist (CBCL; Achenbach, 1991b) . The CBCL is a widely used, standardized parent-report measure that lists 118 child behavior problems for parents to rate as not true, somewhat/ sometimes true, or very/often true. The CBCL generates the same narrowband and broadband scores as the YSR, and has excellent reliability and validity (as summarized in Achenbach, 1991b) .
The Five Minute Speech Sample (Magana et al., 1986) . The FMSS is derived from responses made by the mother when prompted to give her thoughts and feelings about her child. The FMSS has been shown to have concurrent validity with ratings made during a semistructured interview measuring affective attitudes (Camberwell Family Interview, Leeb et al., 1991; Magana et al., 1986; Malla, Kazarian, Barnes, & Cole, 1991) . It has demonstrated significant stability over a three-to five-week time period (Leeb et al., 1991; McGuire & Earls, 1994) , and is predictive of psychiatric risk in adult samples (Vaughn & Leff, 1976) and of relapse for depressed children (Asarnow et al., 1993) .
Most studies of expressed emotion using juvenile populations have used the FMSS (e.g., Asarnow et al., 1993 Asarnow et al., , 1994 Baker et al., 2000; Hibbs et al., 1991; Hirshfeld, Biederman, Brody, & Faraone, 1997; Marshall, Longwell, Goldstein, & Swanson, 1990; Stubbe et al., 1993; Wamboldt et al., 2000) .
Coding of Speech Samples. The FMSS tapes were coded according to Magana-Amato's (1993) manual, using both content and tone to score each tape. Along both CRIT and EOI, mothers are rated as high, borderline or low. To evaluate whether the rates of maternal EE were similar for boys and girls and for different age groups, separate base rate comparisons were conducted in which the subjects were divided based on their membership in the given groups, with gender and age tested as factors in a chi-square test of independence. Neither of these analyses suggested significant differences.
The CRIT code comprises four criteria: initial statement (scored as positive, neutral, or negative), relationship with the child (scored as positive, neutral, or negative), criticism (scored as a frequency count of critical statements), and dissatisfaction (scored dichotomously as present or absent). The EOI score comprises five criteria: emotional display (scored as present or absent), statements of attitude (scored as a frequency count), self-sacrificing/overprotective behavior (scored as present or absent), excessive detail (scored as present or absent), and positive remarks (scored as a frequency count, and considered 'excessive' if more than five positive remarks are made). The original developer of the measure and the coding system coded all speech samples, blind to the child's identity, adjustment, and diagnosis. The first author of this study independently coded a random subset of 47 of the tapes, achieving a weighted kappa reliability of .72 for EOI and .68 for CRIT, both of which are considered 'substantial' (Landis & Koch, 1977) .
Brief Symptom Inventory (BSI; Derogatis, 1992) . The BSI is a 53-item self-report symptom inventory designed to reflect psychological symptom patterns in adults. The BSI is scored and profiled in terms of nine symptom dimensions and three global indices of distress. This measure has shown impressive convergent validity with Minnesota Multiphasic Personality Inventory scales, has good internal consistency (with alphas ranging from .71 to .85 for the various scales), and appears to give consistent measurement across time, with an overall test-retest stability of .90 (Derogatis, 1992) . The total score on the BSI was used as a measure of maternal psychopathology.
Analytic plan
The main purpose of the study was to investigate EOI and CRIT, the two components of expressed emotion as measured by the FMSS, in relation to important variables in the study of child psychopathology. We began by assessing which constructs of child psychopathology should be a focus of our analyses; this was done by conducting a factor analysis to assess the factor structure of child psychopathology within this sample. Then, to clarify the roles of the EOI and CRIT components, the individual criteria comprising EOI and CRIT were examined for their relation to the factors of child psychopathology and to one another. Based on the inconsistency that was evident across the EOI items (see below), further analyses with this composite were deemed inappropriate. Thus, in our final wave of analyses, we tested two models for the relation of CRIT to child psychopathology and maternal psychopathology, looking at mother-reported internalizing and externalizing problems separately.
Results
Derivation of child psychopathology constructs
A factor analysis was conducted on the measures of child psychopathology, using symptom counts from various modules of the DISC and broadband syndrome scores from the YSR and CBCL to create subtypes of child psychopathology. The principal factors procedure was chosen because it is widely understood, and it conforms to the factor analytic model in which common variance is analyzed with unique and error variance removed (Tabachnick & Fidell, 1996) . An oblique rotation (direct oblimin) was used because it was expected that the factors would be correlated with one another.
Three factors were extracted from the analysis, using a combination of the Kaiser criterion, a screen test, and interpretabililty criteria: 1) mother-reported externalizing (eigenvalue of 3.35), 2) child-reported problems (2.14), and 3) mother-reported internalizing (1.55). Together, these three factors explained 70% of the variance of the measures. The solution (factor pattern matrix) generated by factor analysis is presented in Table 1 . The contributions of different informants were preserved separately in subsequent analyses involving the three factors because (a) child and mother reports separated empirically, forming different factors, and measurement models that attempted to combine the two fit the data poorly (e.g., Comparative Fit Index ¼ .78), due largely to low inter-informant correlations, and (b) previous research with clinic samples has suggested that different informants provide different information about functioning (e.g., Achenbach, McConaughy, & Howell, 1987; Coie & Dodge, 1988) .
Analyses of individual criteria
First, to test the concurrent validity of the specific criteria that comprise CRIT and EOI (listed in Table 2 ), each of the criteria (e.g., number of positive statements, dissatisfaction) was regressed upon each of the three latent factors of child psychopathology, using Weighted Least Squares estimates for criteria that were dichotomous or ordered polytomous variables and Robust Maximum-Likelihood estimates when the criteria were continuous variables. The coefficients and their significance levels are shown in Table 2 .
Generally, the largest coefficients were between the CRIT criteria and mothers' reports of externalizing behavior. Each of the criterion variables that compose critical EE was significantly associated with mothers' reports of externalizing problems at the p < .01 level. Mothers' descriptions of negative relationships and statements of dissatisfaction with their children were also significantly related to maternal reports of internalizing problems. None of the CRIT criteria was associated with children's reports of their own behavior problems.
The EOI criteria, by contrast, showed much less consistency in the presence and direction of their associations with the child psychopathology factors. For example, the number of positive remarks made by the mother during the FMSS was negatively related to all three indices of child psychopathology, whereas maternal emotional displays were positively related to mothers' reports of internalizing problems and children's reports of problems. Maternal overprotection was positively associated with children's reports of their own problems, but not maternal report of child internalizing or externalizing problems. The other two EOI criteria, statements of attitude and excessive detail were not significantly related to any of the three psychopathology factors.
The pattern of associations shown in Table 2 raised questions about whether the individual criteria for EOI were actually closely related to one another. To follow up, we examined the internal consistency of both the EOI and CRIT components, using Cronbach's alpha coefficient. With the full sample of 258 cases, the coefficient for the four CRIT criteria was .59, suggesting acceptable cohesiveness among items. By contrast, alpha for the five EOI criteria was poor (-.01), suggesting a lack of internal consistency.
Model testing approach
A conceptual model of the relations between affective attitudes and various components of child psychopathology was evaluated using Structural Equation Modeling (SEM) with the M-Plus Program (Muthén & Muthén, 1998) . Using SEM to analyze these data is the preferred technique insofar as it has the capacity to describe indirect effects (mediators), and can decrease the amount of error associated with specific instruments through multi-measured latent variables. All parameter estimates were based on a Correlates of EE for clinical youth weighted least squares approach, using a diagonal weight matrix with robust standard errors. Mean and variance-adjusted chi-square test statistics are also provided. Robust z-statistics, based upon corrected standard errors, were used to assess parameter significance, as they are more trustworthy than ordinary z-statistics for non-continuous variables (Chou, Bentler, & Satorra, 1991) . Models were evaluated both by Satorra-Bentler chi-square tests of significance, and by their corresponding Comparative Fit Indexes (CFI) and Root Mean Square Error of Approximation (RMSEA). Values of the CFI range from zero to 1.00 and are derived from the comparison of the hypothesized model with the null model (Bentler, 1990) ; it has been suggested that values greater than .95 indicate acceptable fit to the data (Hu & Bentler, 1998 . RMSEA compares the fit of the estimated model to a hypothetical perfect model with values close to .06 accepted as indicating good model fit (Hu & Bentler, 1999) . In SEM, the chi-square statistic is truly a 'badness-of-fit' index; therefore, high p-values and low chi-square values are indicators of good model fit. The structural models were run using the 204 mother-child dyads for whom we had complete data.
EE, child psychopathology, and maternal psychopathology
Given the extant literature demonstrating that maternal psychopathology is a risk factor for children, it was hypothesized that maternal psychopathology would be a significant predictor of mothers' reports of child internalizing and child externalizing symptoms, and that these relations would be partially mediated through mothers' affective attitudes. Due to the lack of conceptual and psychometric integrity of EOI, analytic models including the EOI component were seen as inappropriate. As an initial step in the process of analyzing the proposed models, bivariate correlations between pairs of variables were examined. Table 3 presents the correlations and variances for the variables used in the model, upon which analyses are based.
The first model we tested allowed for parameter estimates to be made from maternal criticism to maternal reports of externalizing problems. Maternal psychopathology, as measured by the total score on the BSI, was used as a predictor of both child externalizing problems and mothers' CRIT. This externalizing model showed a good fit with the data,
. Standardized path coefficients between variables are given in Figure 1 . In the model, maternal psychopathology was found to be positively related to maternal report of child externalizing problems. Moreover, maternal psychopathology predicted maternal critical EE, which in turn predicted maternal report of child externalizing problems. In other words, mothers with more psychological symptoms themselves tended to have more critical attitudes about their children and to perceive more externalizing problems for their children. Together, maternal psychopathology and maternal criticism accounted for about 30 percent of the variance in motherreported externalizing problems. A similar model was generated to test maternal CRIT as a mediator of maternal psychopathology and mother-reported child internalizing symptoms, and is also depicted in Figure 1 . Although the overall model showed a good fit with the data, v 2 (4, n ¼ 199) ¼ 7.97, p ¼ .09, CFI ¼ .989, RMSEA ¼ .070, the small and insignificant path coefficient between maternal CRIT and child internalizing problems suggested that mothers who score higher on CRIT did not report more internalizing problems for their children. Path coefficients (standardized beta weights) can be interpreted both in terms of their significance and magnitude; thus, the relationship between maternal critical EE and mothers' reports of internalizing problems is very weak in comparison to the relationship between maternal critical EE and mothers' reports of externalizing problems in the previous model. The internalizing model shows a very strong relationship between maternal psychopathology and child internalizing problems, as well as a substantial relation between maternal psychopathology and CRIT. For completeness, a comprehensive model including a path from EOI to internalizing problems was also run; but, as anticipated, model fit was worse with the inclusion of this measure. 
Discussion
This study examined the relation between the EE components, as measured by the FMSS, and both maternal and child psychopathology. The pattern of correlations between the EE criteria and the factors of child psychopathology suggested that the adult-derived EE criteria are quite diverse, with some items related to child externalizing problems, some items related more broadly to child psychopathology, and some items actually unrelated to child psychopathology. The CRIT component appeared to be mainly associated with externalizing problems. In addition to the CRIT summary score, each of the individual scoring criteria for critical EE (negative initial statement, negative relationship, critical comments, and dissatisfaction) was positively related to mothers' reports of their children's externalizing behavior. These criteria were also associated with one another, forming a coherent scale, unlike the criteria for EOI. Consonant with the findings of Seifer et al. (1992) , statistically significant relationships were found more frequently between maternal reports and EE measures than between child reports and EE measures. Taken together, these results suggest that mothers' critical EE is likely to be related to how disruptive and difficult to manage they perceive their children to be, although the causal direction of this relationship cannot be determined from the present study.
Only two of the EOI criteria were positively associated with child psychopathology: 1) mother's emotional display (crying) during the FMSS, which was related to more problems according to both parent and child informant, and 2) maternal overprotection, which was correlated with children's report of their problems. The number of positive remarks the mother made about her child during the speech sample was associated with fewer externalizing problems, similar to findings reported by Wamboldt et al. (2000) and Kershner, Cohen, and Coyne (1996) . The positive, not negative, valence of more positive remarks is also consonant with the model of EE tested by Chambless and her colleages (Chambless, Bryan, Aiken, Steketee, & Hooley, 1999) . Using the Camberwell Family Interview along with observational and relative rating data, these researchers found evidence supporting a three-factor model of expressed emotion -CRIT, EOI, and Positivity. This third factor, Positivity, included the relative's positive comments about the patient, which has historically been considered an indicator of EOI, and was strongly negatively related to CRIT. In a similar vein, the current study found that the number of positive remarks was related to the absence, rather than the presence of child psychopathology, which contradicts the traditional EE scoring method.
Our findings showed the EOI component of EE to be much less cohesive than the CRIT component. That is, the individual criteria within EOI did not predict child psychopathology in a consistent way and were not internally consistent. The lack of significant correlations between EOI and child psychopathology may indicate that several of the scoring criteria for EOI that have been adapted from parents of adult schizophrenic patients are not appropriate for parents of children and adolescents with emotional and behavioral problems. In particular, expressing love for the child, describing the child's infancy, and making several positive remarks about the child may be more developmentally appropriate and less 'pathological' for parents of juvenile children as opposed to parents of adult children. Thus, the EOI construct may not be measurable with the same indicators for youth as are used with adults.
A recent study by Wamboldt and colleagues (2000) provides converging evidence on this topic, albeit from a different kind of sample than ours. The Wamboldt et al. data on asthmatic children and adolescents suggests that the indicators of emotional display and overprotection may be more valid indicators of EOI than are positive remarks and statements of attitude (Wamboldt et al., 2000) . High EOI parents were divided into two subgroups: a) those scored as high EOI on the basis of the presence of a statement of attitude and more than five positive remarks, and b) those scored as high EOI on the basis of the other scoring criteria. Parents in group b reported family functioning problems in the areas of roles, affect responsiveness, and general functioning. Moreover, their parent-child interactions indicated more boundary problems. Yet, no differences were found in interactions for group a, who actually reported better family functioning in the areas of roles and affective involvement.
Our SEM results suggest that maternal attitudes are related to child psychopathology as reported by mothers. Whereas other studies (e.g., Asarnow et al., 2001) have suggested that maternal CRIT is specifically related to youth depression, we found that using a dimensional approach maternal critical attitudes were specifically associated with maternal reports of more child externalizing problems. The model also construes maternal criticism as a partial mediator between maternal psychopathology and maternal report of child externalizing behavior. Mothers who had more psychological symptoms themselves showed higher levels of criticism toward their children, and also had children whom they reported to have more externalizing problems. This work builds on other research finding that parental psychopathology is a determinant of EE in child samples (e.g., Hibbs et al., 1991) , but also suggests that this relationship merits further exploration in adult samples.
It is intriguing to consider this pattern in light of Conrad and Hammen's (1989) findings that depressed mothers were more critical of their children with internalizing or externalizing symptoms than were nondepressed mothers of symptomatic children. Conrad and Hammen suggested that depressed women may be less tolerant of dysfunction in their children. Similarly, the positive association we found between maternal psychopathology and maternal criticism suggests the possibility that, for mothers with their own psychological problems, child misbehavior may be especially salient. Alternatively, the results may indicate a perceptual bias on the part of some mothers; that is, some mothers may tend to be relatively negativistic, inclined to see and report problems in themselves and their children (Richters, 1992) , particularly problems that are outwardly visible.
The cross-sectional nature of this study limits our capacity for causal inference. Nonetheless, this study adds substantially to the existing literature on the relation between parental characteristics and child psychopathology. Of all the studies assessing the relation between EE and child psychopathology, this study has the largest sample of clinical youth, is the only study to separate CRIT from EOI at both a component and an individual criteria level, and tests a mediating model of CRIT including the role of maternal psychopathology.
Our findings for CRIT are consistent with other evidence that CRIT is a negative indicator of the parent-child relationship related to child externalizing problems (Stubbe et al., 1993; Baker et al., 2000) . But our findings for EOI suggest that this component of EE needs to be revised or reconstrued for use with juvenile samples. Novel approaches to the measurement of parental 'over' involvement should be considered, including the Wamboldt et al. (2000) revision that rules out EOI codes that are based solely on statements of attitude paired with five or more positive remarks. Authors of previous studies using global EE with youth may consider revisiting their results, attending separately to the EOI versus CRIT components as well as specific criteria codes. Further longitudinal research is necessary regarding the validity of parental EOI before it can continue to be used 'as is' with juvenile samples. More generally, this study reminds us that before measures from research derived with adults are applied to child samples, it is important to examine them from a developmental perspective, considering whether their meaning and implications may be different for children than adults, and exploring potential differences empirically.
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